STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Leano, Glenda CHAPTER 100.1
Address: Inspection Date: February 6, 2020 Annual
94-945 Kuhaulua Street, Waipahu, Hawaii 96797

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

X

§11-100.1-9 Personnel, staffing and family requirements.
(e)(4)

The substitute care giver who provides coverage for a
period less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS
Substitute Care Giver #1 — No training by primary care

giver to make prescribed medications available to residents.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)(4)
The substitute care giver who provides coverage for a period FUTURE PLAN

fess than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS
Substitute Care Giver #1 — No training by primary care
giver to make prescribed medications available to residents.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-17 Records and reports. (f)(4) PART 1
General rules regarding records:
All records shall be complete, accurate, current, and readily DID YOU CORRECT THE DEFICIENCY?
available for review by the department or responsible
placement agency. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Resident #1 — Medications on emergency information sheet
not up-to-date. Y s ”
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (f)(4)
General rules regarding records:

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency.

FINDINGS
Resident #1 — Medications on emergency information sheet
not up-to-date.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-20 Resident health care standards. (c)

The primary and substitute care giver shall be able to
recognize, record, and report to the resident's physician or
APRN significant changes in the resident's health status
including, but not limited to, convulsions, fever, sudden
weakness, persistent or recurring headaches, voice changes,
coughing, shortness of breath, changes in behavior, swelling
limbs, abnormal bleeding, or persistent or recurring pain.

FINDINGS

Resident #1 — According to monthly weight chart, resident
lost 13 pounds (200 Ibs. — 187 Ibs. from May 2019 to June
2019. No documented evidence that the physician was
notified.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-20 Resident health care standards. (c) PART 2
The primary and substitute care giver shall be able to
recognize, record, and report to the resident's physician or FUTURE PLAN

APRN significant changes in the resident's health status
including, but not limited to, convulsions, fever, sudden
weakness, persistent or recurring headaches, voice changes,
coughing, shortness of breath, changes in behavior, swelling
limbs, abnormal bleeding, or persistent or recurring pain.

FINDINGS

Resident #1 — According to monthly weight chart, resident
lost 13 pounds (200 Ibs. — 187 Ibs. from May 2019 to June
2019. No documented evidence that the physician was
notified.

USE THIS SPACE TO EXPLAIN YOUR FUTURLE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: g &Wﬁ‘{/‘{# / / S0
Print Name: é[ {/ U "DA L ‘/—ng( L)O

Date: c;/;//f//;;l’y
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Licensee’s/Administrator’s Signature: AT Lol

Print Name: (::7é ‘i/ N &;‘Q LZA (/L

Date: »—7//,773//52@

Licensee’s/Admimnistrator’s Signature: M ‘gbﬂ M
Print Name: GL[L /\—I/D/}( L :

Date: 5 /3 /\}C)




